Let us consider the example of e-learning being introduced in the low-resource settings. [7] Initially, there was an access divide, which differentiated those with dexterous technology skills and internet access from those who do not have the same. Subsequently, the access divide was replaced by usage divide, which separated the population who are willing to use from those who are not. Interestingly, the e-learning is increasingly being replaced by m-learning with the rise in the usage of smartphones and their ubiquitous way of catering the content.
Successful accomplishment of a new pedagogy or teaching technique or instructional tool requires three steps. [8] The first is the seed idea, which is conceivably novel to a particular setting, which usually germinates. Second, the seed idea has to be converted into an implementable format or framework. Third, the outcome which results from the execution of innovation should also be measured. The first two steps usually raise the expectation level, and once the framework is put in the public forum and subsequently, the downward slope begins thereafter [ Figure 1 ]. Any organizational setup has laggards who are resistant to understand and adopt the innovative change. As such, reactions to disruptive innovations can range from acceptance/ support in the positive end of spectrum to neutrality to rejection/resistance in the negative end of the spectrum. [9] Piderit [10] classified the resistance operating at multiple levels as cognitive, affective, and intentional. Cognitive resistance arises due to differential opinion among stakeholders regarding the innovation , affective resistance is the result of varied feelings ranging from enthusiasm to depression while implementing it and intentional resistance is the outcome of conflicting interests between implementors and executors. Among these, the cognitive resistance can be overcome by providing an optimal sensitization, whereas the affective resistance requires few trial sessions for assimilation. Once these resistances are addressed in a positive manner, the innovation enters an upward trajectory, and if the innovation successfully traverses this phase, it would enter the plateau phase of academic productivity.
Guest Editorial
Any human endeavor, may it be business or educational, needs face constant innovation, so that it could sustain itself in an ever-changing environment. In a sense, the innovation in an organization can be compared to the biological process of mutation which keeps the species abreast in the survival race. [1] Even though medical colleges cannot be equated to a conventional managerial enterprise, they too undergo periodic metamorphosis. With the advent of new technology, the "disruptive innovations" are incorporated into the research, patient care, and educational domains. Disruptive innovation is a powerful term coined 20 years ago, which denotes a process, that takes root as simple form at the bottom of market and, later, blooms to displace the established paradigms. [2] To quote an example from the context of medical education, the advent of PowerPoint ® presentation turned out to be a disruptive innovation that displaced the conventional slide projectors that were preferred in the past. Similarly, the amplified internet speed has led to the exponential increase in the creation and consumption of educational videos from the free for all platforms such as the Khan Academy. [3] Easy accessibility of high-speed internet has also paved the way for an implementation of an inverted or flipped classrooms, where students can come to class only for consolidating the content learned at home using the internet. Thus, the disruptive innovation intends to dislodge the "status quo" in educational methodologies, making the old techniques redundant. Given the inevitability of the disruptive innovations, questions arise as to how well these disruptions would be received?
The disruptive innovations of medical academia can be broadly classified into two types based on their characteristics: technology enablers and business model innovators. [4] Another way of classification is based on the expected impact of change, which would result from an innovation. [5] An innovation can be a mere upgradation of an existing process (level 1) or modification of the process (level 2) or transformation of the system (level 3). [5] Popular messenger application, WhatsApp ® , is an example of a technology enabler that enables an easy and a wider dissemination of the information in different formats and has become a new avenue for the scholarly networking across the universities. From the literature [6] and general observation, it is evident that a majority of the health-care professionals, irrespective of their location, have embraced the WhatsApp ® as the preferred medium The balance between enablers and barriers determines the organizational accomplishment of an innovation and an innovation can be deemed successful, if it is positively acknowledged by all the stakeholders and get incorporated into the organizational routines. Implementation of disruptive innovation takes diverging course in traditional medical schools from that of the newer medical establishments. According to Christensen and Eyring, [4] the traditional academic environments have failed to keep abreast with disruptive innovations. The reason is the nonalignment of the organizational goals with the individual commitments of the faculty. The faculty of traditional medical schools are often committed to achieving individual goals and works toward them in an established paradigm. Adoption of disruptive innovation requires the individuals to revamp their modus operandi. Traditional or rather archaic methods followed by the older institutions will not compel the individuals to embrace the any disruptive innovation. In contrast, the newer medical schools mostly seek the benefits of embracing the disruptive innovation for the sake of ulterior benefits with respect to students or patients. Moreover, the enthusiastic drive toward implementing the innovation by the certain selective and proactive newer medical schools will overwhelm the cumulative individual commitments of faculty of their organization.
Innovation, particularly those which would potentially disrupt the established patterns, cannot be decoupled from risk taking and experimentation. Indeed, uncertainty is an inevitable companion of an innovative environment. In a complex organization such as a medical school, which harbors intersections of different needs of various stakeholders, problems are usually unpredictable. When level 3 innovations are executed, innovation failure should always be considered as a perpetual risk. Nevertheless, any failure should be considered as a platform for learning, and a thorough analysis [ Figure 2 ] might help in averting further failures in the future. Failure analysis is necessary for analyzing the root cause of failure. Being tolerant to the experience of failure would fortify the team learning experience and reduce the risk of ascribing the blame of failure on the initiator of innovation. A productive environment, which introspects on failure, usually rectifies itself and ultimately would create many innovators, who love to be creative without being overburdened regarding fear of failure.
To conclude, even though a disruptive innovation is considered to be a transformative agent that pushes the stakeholders out of their inertia in positive or negative way, the degree of its acceptance varies depending on the operational dynamics of the institute or department. These innovations can be either blatantly rejected by rigid conversationalists or enthusiastically embraced owing to the organizational benefits. However, there is a need to increase the awareness of oneself toward various innovations occurring in their respective disciplines. The stakeholders readily adopt innovations if they appear to be congruent with the individual's professional ethos. Bating a blind eye toward these innovations could easily make us outdated, especially while competing with future generations. 
